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INTRODUCTION 


The  Executive  Office  of 
Elder  Affairs  funded  five 
demonstration  programs  to  coor- 
dinate the  care  of  elders 
between  Health  Maintenance 
Organizations  (HMOs)  and  Home 
Care  Corporations  during  a 
four-year  period  from  1985  to 
1989.   The  three  major  goals  of 
the  program  were: 


To  establish  formal  systems 
for  coordinating  HMO  and 
home  care  services  for  frail 
elders; 

To  collect  service 
utilization  and  client 
characteristic  data  for  the 
purpose  of  studying  options 
for  expanding  the  range  of 
HMO  services; 

To  collect  data  for  the 
purpose  of  studying  prepaid 
captitation  payment  options 
for  delivering  home  care 
services. 


Each  project  had  additional 
specific  goals  and  objectives 
based  on  organizational  and 
local  variations  in  needs  and 
resources.   However,  several 
common  questions  emerged  that 
have  important  implications  for 
the  future  development  of  coor- 
dinated long  term  care  systems. 

o   Can  effectively  coordinated 
home  care  services  reduce 
the  use  of  more  expensive 
health  care? 

o   Can  health  care  profes- 
sionals improve  their 
knowledge  and  use 


II. 


of  home  care  services? 

To  what  extent  are  HMOs 
willing  to  invest  resources 
in  coordinating  community- 
based  care  for  frail  elders? 

What  criteria  should  be  used 
to  determine  which 
individuals  will  benefit 
most  from  service 
coordination? 

To  what  extent  are  elders 
willing  to  pay  for  extended 
HMO  home  care  services? 


BACKGROUND 


In  1985,  thirteen  of  the 
twenty-four  HMOs  serving 
residents  of  Massachusetts 
developed  risk  contracts  with 
the  Health  Care  Financing 
Administration  (HCFA)  to  serve 
Medicare  beneficiaries.   Three 
HMOs  had  served  Medicare  bene- 
ficiaries under  demonstration 
projects  which  began  in  1980. 
By  1986,  sixteen  HMOs  had 
enrolled  57,000  elders. 

The  Massachusetts  Executive 
Office  of  Elder  Affairs  has 
operated  a  statewide  community 
services  program  for  frail 
elders  since  1974.   With  the 
emergence  of  Medicare  risk 
contracts,  Elder  Affairs  was 
interested  in  building 
coordination  between  HMO 
programs  and  the  community  home 
care  program.   Enrollment  in 
HMOs  has  been  encouraged  for 
elders  to  promote  health  and 
access  to  high  quality, 
affordable  health  care. 
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Policy  makers  in  Massachu- 
setts had  a  strong  interest  in 
innovative  models  for  delivering 
long  term  care  services  and  in 
the  National  Social  Health 
Maintenance  Organization  (S/HMO) 
Demonstration  programs  underway 
at  four  sites.   The  emergence  of 
the  Medicare  risk  contracts  and 
the  presence  of  a  well-developed 
state  community  care  program 
offered  an  opportunity  to 
coordinate  two  systems  operating 
along  parallel  tracks  and  to 
build  a  base  for  future  program 
developments  that  simulate 
portions  of  the  Social  HMO 
projects. 

The  commitment  to  case 
management  and  utilization 
review  is  strong  in  both  the  HMO 
and  community-based  home  care 
systems.   The  Office  also  saw 
opportunities  to  assist  HMOs 
serving  elders  as  they  aged  and 
developed  impairments  that  might 
hinder  their  continued  member- 
ship, or  sharply  increase  their 
utilization  of  health  c.-.re 
services,  in  the  HMO. 

While  the  projects  were 
stimulated  by  the  S/HMO 
demonstrations,  there  are  clear 
differences.   The  Massachusetts 
demonstration  programs  did  not 
cover  nursing  home  care  beyond 
Medicare  allowances.   Neither 
did  they  provide  HMOs  a  prepaid 
amount  to  manage  the  community 
home  care  services  provided  by 
Elder  Affairs. 

On  the  other  hand,  the 
program  did  not  limit  the 
percentage  of  HMO  enrollees  who 
were  frail  or  functionally 
impaired,  and  there  was  no  cap 
on  the  amount  of  community  care 
that  eligible  members  received. 


III.   HOME  CARE  PROGRAM 

The  Massachusetts  Executive 
Office  of  Elder  Affairs,  a 
cabinet  level  agency  which  also 
administers  the  Older  Americans 
Act,  operates  a  state  funded 
in-home  services  program  for 
frail  elders.   Elder  Affairs 
spends  $123  million  through 
contracts  with  27  non-profit 
Home  Care  Corporations  (HCCs) 
who  manage  community  services 
for  an  average  of  38,000  frail 
elders  each  month. 

The  Home  Care  Program  covers 
homemaker,  personal  care, 
respite  services,  companion, 
home-delivered  meals,  social  day 
care,  transportation,  laundry, 
protective  services,  and 
emergency  services.   Skilled 
nursing,  home  health  aides,  and 
therapies  are  available  to 
elders  who  are  not  eligible  for 
Medicaid. 

Elders  with  incomes  below 
$14,214  for  a  single  person  and 
$20,142  for  a  couple  are  eli- 
gible for  subsidized  care  if 
they  are  functionally  impaired 
and  need  services.   Elders  pay  a 
fee  based  on  a  percentage  of 
their  service  costs.   The  percen- 
tage rises  with  income.   People 
above  the  income  thresholds 
receive  an  assessment  and 
assistance  arranging  services 
which  they  pay  for  themselves. 
The  income  standards  are  well 
above  Medicaid  eligibility 
thresholds  in  the  state. 
Thirty-seven  percent  of  the  home 
care  clients  receive  Medicaid. 

Respite  care  is  available  to 
family  caregivers  on  a  sliding 
fee  basis  for  families  with 
incomes  up  to  $44,000.   This 
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$3.1  million  program  permits  a 
range  of  services  that  meet  the 
elders1  service  needs  while  the 
primary  caregivers  are  away, 
doing  errands  or  taking  time  for 
themselves.   Case  managers  can 
authorize  up  to  $4,000  a  year  in 
respite  services  for  each 
client. 

The  home  care  and  respite 
programs  use  functional  impair- 
ments to  measure  frailty  and 
service  eligibility.   Elders  are 
given  a  Functional  Impairment 
Level  (FIL)  based  on  the  number 
and  type  of  impairments.   Elders 
with  four  to  seven  impairments 
in  activities  of  daily  living 
(ADLs)  are  rated  FIL  I.   Elders 
with  two  to  three  ADLs  or  IADL 
(Instrumental  Activities  of 
Daily  Living)  are  rated  FIL  V. 
(See  Table  I.) 

FIL  V  clients  are  eligible 
for  a  limited  service  package 
which  includes  companion,  chore, 
and  transportation  services. 
Over  75%  of  the  elders  receiving 
services  are  rated  FIL  I-III. 

IV.   PROJECT  SITES 

In  1985,  Elder  Affairs 
issued  a  competitive  request  for 
proposals  to  fund  coordination 
of  care  planning  and  service 
authorization  between  HMOs  and 
Home  Care  Corporations.   Elder 
Affairs  provided  funds  for 


in-home  services  and  case 
management  through  its  regular 
home  care  program.   The  demon- 
stration funds  supported  project 
coordinators,  additional  specia- 
lized case  management  and  other 
staffing  that  varied  by  site. 

The  HMO  and  Home  Care 
Coordination  project  operated  in 
five  HMOs  which  cover  the 
service  areas  of  13  of  the 
state's  27  home  care  corpora- 
tions (HCCs) .   Two  of  the  HMOs 
were  staff  models,  two  were 
IPAs,  and  one  was  a  group  model 
HMO.   The  group  model,  Fallon 
Community  Health  Plan,  serves 
the  largest  number  of  Medicare 
enrollees  in  the  state.   As  one 
of  the  first  Medicare  demonstra- 
tion projects,  Fallon  had 
extensive  experience  serving 
elders.   Both  IPAs  implemented 
their  coordination  project  when 
they  began  enrolling  Medicare 
members.   While  coordination  was 
common  to  all  sites,  each 
project  developed  differently 
based  on  their  enrollment 
levels,  experience,  and  model. 

During  the  course  of  the 
project,  flexibility  to  waive 
the  income  and  sliding  fee 
requirements  of  the  regular  home 
care  program  were  approved  to 
treat  HMO  members  equally.   Not 
every  site  requested  waivers  of 
the  home  care  income 
requirements . 
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The  Senior  Home  Care  Project  - 
Fallon  Community  Health  Plan 

Fallon  Community  Health  Plan 
(FCHP)  began  in  1977  as  a 
federally  qualified  group 
practice  HMO.   It  was  jointly 
sponsored  by  the  Fallon  Clinic, 
Inc. ,  a  multi-specialty  group 
practice,  and  Blue  Cross  of 
Massachusetts.   The  Clinic 
employs  over  200  physicians  in 
23  specialties. 

Three  clinical  teams  were 
established,  one  for  each  of  the 
three  HCCs  serving  members  in 
the  FCHP  area,  Elder  Home  Care 
Services  of  Worcester  Area, 
Montachusett  Home  Care 
Corporation,  and  Tri-Valley 
Elder  Services.   The  teams  were 
headed  by  the  project  coor- 
dinator, who  was  funded  under 
the  grant  and  located  at  the 
FCHP.   The  teams  included  a 
Health  Care  Coordinator  who  was 
the  nurse  at  FCHP  responsible 
for  authorizing  home  health 
care;  a  home  care  case  manager 
designated  for  the  project  who 
was  responsible  for  assessing 
clients'  functional  impairment 
levels  and  authorizing  home  care 
services  and  nurses  from  the  VNA 
who  provide  contracted  in-home 
skilled  care  to  FCHP  members. 

The  teams  held  several 
in-service  training  sessions  for 
physicians,  nurses,  and  other 
professionals  at  FCHP.   The 
teams  received  an  average  of  12 
to  15  referrals  a  week.   Over 
550  clients  received  coordinated 
care  through  the  Project.   The 
volume  required  the  development 
of  criteria  for  providing 
coordination  to  members  who 
could  benefit  most  from  the 


project.  The  criteria  included: 

o  discharge  from  a 

hospital,  nursing  home, 
or  other  facility, 

o   same  day  surgery, 

o  utilization  of  a 

combination  of  skilled 
home  health  and  home  care 
services  that  required 
coordination, 

o   social  or  medical 
vulnerability. 

Social  vulnerability  was 
defined  as  impairments  in 
transferring,  eating,  bathing, 
toileting,  meal  preparation,  and 
shopping,  the  lack  of  informal 
supports  or  the  lack  of  access 
to  temporary  formal  support 
services. 

Medical  vulnerability 
indicators  included  symptoms 
such  as  frequent  falls, 
incontinence,  depression, 
frequent  hospital  admissions, 
multiple  medications,  or 
changing  conditions;  presence  of 
terminal  illnesses,  short-term 
exacerbation  of  diseases, 
fractures,  Alzheimer's  Disease, 
or  a  degenerative  condition. 

The  clients  reviewed  by  the 
projects  fell  into  three  primary 
groups.   The  first  group 
included  elders  who  received 
active  medical  treatment  for  an 
acute  illness,  usually  following 
a  hospitalization,  who  were 
functionally  impaired  and 
required  combinations  of  health 
and  home  care  services.   Their 
health  conditions  required 
monitoring  and  they  were 
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considered  at-risk. 

A  specialized  case  manager 
was  assigned  to  clients  in  this 
"crisis"  category  who  handled 
about  one-third  of  the  regular 
caseload  of  a  case  manager. 
These  cases  required  extensive 
communication  with  the  HMO  and 
VNA  staff  and  frequent  home 
visits  because  of  the  clients' 
instability. 

As  clients  stabilized,  if 
necesary  they  were  followed  by  a 
regular  HCC  case  manager  who 
worked  closely  with  the  Clinical 
Team.   The  case  manager 
communicated  frequently  to 
members  of  the  Team  about  the 
care  plan,  functional  status, 
and  health  changes.  Clients  who 
were  medically  or  socially 
vulnerable,  but  stable,  were 
followed  in  this  manner. 

The  second  group  included 
people  who  had  chronic 
conditions  and  required  medical 
oversight  and  extended  services 
that  were  not  normally  covered 
by  the  HMO.   Admission  to  the 
project  was  based  on  their  need 
for  coordination  of  care. 

The  third  group,  who  were 
not  part  of  the  coordination 
project,  consisted  of  elders  who 
were  functionally  impaired  and 
received  home  care  services. 
These  clients,  whose  conditions 
had  stabilized  and  clients  who 
did  not  need  HMO  services,  were 
addressed  by  the  regular  home 
care  program. 

The  care  plans  for  members 
of  the  first  two  groups  were 
generally  developed  and  reviewed 
during  meetings  of  the  clinical 
team.   The  elders  in  the  first 


group  needed  a  combination  of 
medical  management  and  skilled 
nursing  services,  home  health 
and  home  care  services.   The 
conditions  and  service  needs 
changed  frequently.   Contact 
with  the  elder  was  sometimes 
needed  on  a  daily  basis.   The 
case  manager  often  considered 
personal  safety  of  the  client, 
quality  of  life,  cost  of  care, 
and  personal  preferences. 
Elders  were  followed  by  the 
nurse  and  specialized  case 
manager  until  their  health 
conditions  stabilized,  which 
normally  occurred  within  six 
weeks  of  hospital  discharge. 

Clients  in  the  second  group 
usually  required  a  mix  of  home 
health  and  home  care  services. 
There  were  frequent  brief 
admissions  to  the  hospital  or 
nursing  home.   Clients  were  then 
followed  by  a  case  manager  from 
the  regular  home  care  program 
who  contacted  the  clinical  team 
to  discuss  progress  and  changes 
in  functional  status  and  health 
conditions  on  an  "as  needed" 
basis. 

During  the  summer  of  1988, 
FCHP  added  primary  care  nursing 
to  its  model.   Primary  care 
nurses,  who  closely  with 
physicians  in  the  Fallon  Clinic, 
were  assigned  to  the  Clinical 
Team  to  monitor  the  medical  care 
of  chronically  ill  and 
vulnerable  clients.   The 
clinical  nurses  provided  medical 
information  and  sometimes  did 
joint  assessments  with  the  home 
care  case  manager.   The  goals 
for  the  primary  care  nurse  were 
to: 

o   improve  identification  of 
patients  who  needed  home 
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care  services  from  an 
ambulatory  setting, 

o   improve  medical  treatment 
compliance, 

o   reduce  unscheduled 
clinical  visits, 

o   reduce  the  misuse  of 
medications, 

o   reduce  visits  to  the 
emergency  room. 

The  primary  care  nurse 
monitored  and  reinforced  medical 
care  through  frequent  telephone 
calls,  clinic  visits,  and  home 
visits  when  necessary. 

The  creation  of  the  primary 
care  nurse,  whose  role  at  the 
Fallon  Clinic  became  similar  to 
the  home  care  case  managers,  but 
with  a  focus  on  medical  needs, 
was  considered  an  important 
development  for  the  program. 
The  FCHP  health  care  coordina- 
tors continued  to  focus  on 
utilization  and  review  of 
services  without  assessing 
clients  in  person  but  now 
primary  care  nurses  with  first- 
hand information  on  the 
patient's  medical  management 
issues  joined  the  coordination 
effort. 

The  staff  at  all  the 
participating  organizations  felt 
that  the  program  greatly 
improved  communication  and  led 
to  a  more  effective  use  of 
community  services.   The  HMO 
services  are  generally  geared 
toward  "curing"  patients,  while 
the  more  custodial  home  care 
services  aim  to  preserve 
independent  community  living. 
Staff  felt  that  clients 


benefited  from  the  coordination 
process.   Face-to-face 
discussions  at  the  clinical 
meetings  were  found  to  be  far 
more  effective  than  written  or 
telephone  communication. 

In  addition  to  developing 
the  Primary  Care  Nurse,  Fallon 
also  identified  the  need  for  two 
other  positions  to  strengthen 
its  Senior  Plan:  a  position 
responsible  for  research  and 
program  development,  and  a 
coordinator  of  elder  services. 
Also,  a  volunteer  program  which 
began  as  part  of  the  demonstra- 
tion project  was  incorporated 
into  the  larger  organization. 

Fallon  contributed  to  a 
flexible  subsidy  fund  which  was 
used  to  provide  services  to 
elders  who  did  not  meet  home 
care  eligibility  guidelines. 
Over-income  clients  were 
identified  who  were  willing  to 
pay  for  a  portion  of  their  home 
care  services.   The  HCCs  also 
identified  a  similar  need  for 
discretionary  funds  to  serve 
elders  in  short-term  crises  who 
did  not  meet  their  functional 
eligibility  guidelines. 

In  summary,  a  sophisticated 
and  successful  model  for 
coordinating  health  care  and 
social  services  for  vulnerable 
elders  was  developed  through 
this  project.   Fallon  continues 
to  use  case  management  services 
for  its  clients  and  contracts 
with  3  HCCs  for  these  services 
for  its  over-income  clients. 

The  Health  and  Social  Services 
Coordination  Project  -  Medical 
West 

Medical  West  is  a  70,000 
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member  staff  model  HMO  affi- 
liated with  Blue  Cross  Blue 
Shield  of  Massachusetts.   The 
project  began  with  a  centralized 
process  in  which  all  referrals 
and  care  planning  was  done  by 
the  project  director  and  the 
utilization  review  nurse  at 
Medical  West.   All  case  managers 
in  the  two  HCCs,  Holyoke-Chi- 
copee  Regional  Senior  Services 
and  Greater  Springfield  Senior 
Services,  were  assigned  cases 
for  ongoing  case  management. 

Communication  about  changes 
in  health  and  functional  status 
were  channeled  through  the 
coordinator  to  the  HMO  during 
weekly  team  conferences.   Over 
4  00  members  were  screened  and 
120  received  coordination  during 
the  first  year  of  the  project. 
The  coordinator's  role  included 
screening  referrals,  contacting 
the  appropriate  staff  in  the  two 
HCCsf  following  up  to  determine 
the  outcome  of  the  assessment, 
and  relaying  information  to  the 
HMO  staff.   The  HMO  Utilization 
Review  nurses  made  referrals  to 
the  coordinator  after  hospital 
rounds,  discussions  with  physi- 
cians, hospital  discharge 
planning  staff,  or  home  health 
agencies. 

As  the  volume  of  referrals 
increased,  changes  were 
introduced.   Communication 
occurred  directly  between  the 
case  managers  and  the 
utilization  review  nurses. 
Elders  were  assigned  to  one 
designated  case  manager  in  each 
HCC  to  improve  communication  and 
limit  the  number  of  people 
involved  in  the  coordination 
process. 

The  coordinator  met  weekly 


with  case  managers  to  review 
recent  assessments  and  changes 
in  the  status  of  ongoing 
clients. 

To  manage  the  workload, 
criteria  were  developed  to  admit 
and  discharge  people  from  the 
project.   Essentially,  clients 
with  ADL  impairments  received 
priority.  Members  with  IADL 
impairments  were  served  if  they 
had  a  spouse  who  was  ill,  if 
they  had  multiple  medical 
conditions,  or  had  unstable 
conditions. 

Members  who  had  been 
discharged  from  a  hospital  or 
nursing  home,  had  a  history  of 
repeated  hospitalizations,  had 
chronic  medical  conditions  that 
required  frequent  medical 
management  or  needed  home  health 
and  home  care  services  were  also 
targeted. 

One  of  the  most  positive 
results  of  the  demonstration 
program  was  the  establishment  of 
the  Medical  West  Home  Care 
Department  in  1988.   The 
department  is  a  Medicare- 
certified  home  health  agency 
with  nursing  staff  who  do  home 
assessments  and  home  visits.  The 
project  coordinator  worked  on  a 
daily  basis  with  the  depart- 
ment's senior  R.N.  Supervisor  to 
handle  referrals  and  share 
updates  on  clients'  conditions 
and  service  plans.   Case 
conferences  between  the  HCCs  and 
Medical  West  continued  on  a 
regular  basis.   Service 
coordination  was  facilitated  by 
the  development  of  a  standard 
home  health  aide/personal 
care/homemaker  eligibility  and 
transfer  procedure,  which  not 
only  benefited  the  clients  but 
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also  reduced  confusion  for  the 
provider  agency.   The  transfer 
of  clients  to  less  costly 
services  has  led  to  reduced 
costs  for  the  HMO. 

The  demonstration  project 
was  continued  through  joint 
funding  of  the  .coordinator  by 
Medical  West  and  Title  IIIB 
funds  of  the  Older  Americans 
Act.   During  its  three  years  of 
operation,  the  demonstration 
program  screened  over  2,000 
elders  and  provided  coordinated 
care  for  277  participants. 

The  Senior  Home  Health  Services 
Proi ect  -  Medical  East 

The  Senior  Home  Care  and 
Health  Service  Project  began  in 
January  of  1987  at  North  Shore 
Elder  Services  and  Medical  East 
Community  Health  Plan.   During 
the  start-up  phase,  procedures 
were  planned,  a  coordinated  care 
plan  committee  was  developed,  a 
brochure  and  assessment  forms 
were  designed,  and  staff  at 
North   Shore  Elder  Services  and 
Medical  East  were  trained.   The 
project  began  accepting 
referrals  in  April  1987.   The 
Medical  East  staff,  including 
the  physicians,  were  very 
responsive  to  the  program. 

The  project  coordinator 
scheduled  weekly  hours  at  the 
Medical  East  Adult  Clinic  and 
shared  office  space  with  the 
Director  of  Nursing  and 
Continuing  Care  Coordinator  at 
Medical  East.   The  project 
manager  facilitated  referrals, 
answered  staff  inquiries,  and 
communicated  follow-up 
information  necessary  for 
coordinating  client  care. 


In  1988,  the  program  served 
members  in  two  other  home  care 
corporations,  Greater  Lynn 
Senior  Services,  Inc.  and  Senior 
Home  Care  Services,  Inc.   A 
hospital  liaison  worked  with 
Salem  Hospital,  the  primary 
in-patient  facility  used  by 
Medical  East  and  North  Shore 
Elder  Services  clients.   The 
hospital  liaison  worked  closely 
with  the  project  coordinator  and 
Medical  East's  Continuing  Care 
Coordinator  to  develop  care 
plans.   Each  of  the  three  HCCs 
designated  a  person  who  was 
responsible  for  tracking  program 
participants  through  their 
intake  systems  and  for  assuring 
that  home  care  services  were 
timely  and  appropriate.   Unlike 
the  other  sites,  the  HCCs 
utilized  all  available  case 
managers  to  conduct  assessments, 
authorize  and  monitor  clients. 

The  project  coordinator 
maintained  a  pivotal  role  in  the 
coordination  process.   She 
reviewed  all  referrals  and 
directed  them  to  the  appropriate 
home  care  agency  or  other 
community  agency.   Case 
conferences  were  held  as-needed 
basis  and  sometimes  involved 
other  community  agencies. 

Because  Medical  East  had  a 
relatively  young  and  healthy 
enrollee  population,  few  elders 
were  mutual  clients.   Two-thirds 
of  those  served  by  the 
demonstration  program  did  not 
meet  home  care  eligibility 
requirements,  but  did  need 
assistance  with  information, 
referral,  and  coordination  with 
other  services  such  as 
transportation,  Alzheimer's 
support  groups,  hospice, 
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housing,  crisis  intervention, 
nursing  home  placement,  and 
mental  health  care.   The  need 
for  mental  health  care  and 
support  was  so  prevalent  that 
the  project  coordinator  and  the 
Medical  East  psychiatric  nurse 
began  a  support  group  for  elders 
to  discuss  their  problems  and 
concerns. 

During  the  course  of  the 
demonstration  project,  67  elders 
were  served,  with  an  average 
caseload  of  35.   When  project 
participants  were  compared  to 
similar  elders  who  refused  to 
participate,  it  was  found  that 
they  spent  less  time  in  the 
hospital  and  the  Medical  East 
clinic,  although  they  did  use 
more  home  health  care.   In  spite 
of  the  limited  number  of  elders 
served  by  the  demonstration 
project,  all  of  the  organiza- 
tions considered  it  to  be  quite 
successful,  particularly  for 
elders  with  multiple  service 
needs.   At  times,  funding 
constraints  limited  access  to 
services,  but  the  project 
coordinator  made  special  efforts 
to  find  funding  for  all  clients 
in  need  of  assistance. 

Medical  East  has  continued 
the  project  with  North  Shore 
Elder  Services. 

The  Care  Connection  Project  - 
Hillcrest  Community  Health  Plan 

The  Care  Connection  Project, 
a  joint  initiative  of  Elder 
Services  of  Berkshire  County  and 
Hillcrest  Hospital/Hillcrest 
Community  Health  Plan,  a 
hospital-based  IPA,  began  in 
January  1987.   The  first  six 
months  of  the  project  were 
focused  on  program  planning  and 


staff  hiring,  orientation,  and 
training.   Demonstration  funds 
were  used  to  hire  a  part-time 
program  coordinator  and  a 
part-time  case  manager.   A 
transportation  coordinator  was 
funded  through  the  Elder  Service 
Corps  to  drive  project  clients 
to  the  HMO  where  all  the  staff 
were  stationed.   The  HMO 
assigned  a  nurse  practitioner 
and  the  hospital  discharge 
plannerto  work  with  the  project. 

The  potential  pool  of 
clients  for  this  project  was 
small  because  the  HMO  was  new 
and  the  hospital  is  geographi- 
cally isolated.   The  elders 
enrolled  in  the  HMO  were  general- 
ly healthy  and  active.   Like 
Medical  East,  the  project  extend- 
ed its  focus  beyond  coordination 
to  information  and  referral 
services. 

Referrals  for  services  came 
to  the  case  managers  from  the 
HCC,  the  HMO,  and  other  commu- 
nity agencies.   The  hospital 
discharge  planner  identified  the 
majority  of  prospective  project 
clients.   Case  managers  comple- 
ted an  in-home  assessment 
following  referral  from  the 
hospital  discharge  planner. 
Additionally,  locating  the  case 
manager  at  the  hospital  allowed 
her  to  see  clients  in  the 
hospital  and  in  the  clinic  when 
clients  came  for  scheduled 
medical  appointments. 

The  service  plan 
coordination  was  less  structured 
than  the  other  projects.   The 
case  manager's  service  planning 
was  discussed  at  a  "medical 
status  conferences"  with  the 
hospital  discharge  planner.   The 
HMO  benefits  decisions  were 
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often  influenced  by  the  informa- 
tion provided  by  the  case 
manager  to  the  clinic  nursing 
supervisor  or  the  project's 
nurse  practitioner.   The  nurses 
conferred  with  the  physicians 
who  authorized  HMO  services. 
The  case  manager,  also, 
consulted  with  .the  home  health 
provider  agency  for  clients 
receiving  home  health  services. 

Over  time,  client  eligibi- 
lity for  the  project  was 
extended  to  over-income  elders 
and  others  using  the  Hillcrest 
Hospital  who  were  not  enrolled 
in  the  HMO.   The  project  case- 
load averaged  approximately  35 
during  Fiscal  Year  1989,  with 
additional  elders  receiving 
information  and  referral 
services.  This  represented 
approximately  4.2%  of  the  HMO's 
total  elder  enrollees.   By  the 
end  of  the  project,  approxi- 
mately 42%  of  the  elders  served 
by  the  project  were  considered 
nursing  home  eligible. 

The  project  coordinated  and 
supplemented  services  for  elder 
enrollees  in  the  HMO,  most 
notably  for  elders  who  had 
multiple  needs  or  who  were  in 
crisis.   The  staff  at  both 
agencies  learned  more  about  each 
other's  system  of  care.   The  HMO 
physicians  received  copies  of 
their  patients'  service  plans 
near  the  end  of  the  project  and 
HMO  nursing  staff  were  formally 
allowed  to  do  in-home 
assessments. 

The  experiences  of  the 
project  led  to  new  initiatives 
by  both  organizations.   The  HCC 
continued  to  provide  case 
management  on  a  fee-f or-service 
basis  to  over-income  elders.   A 


recuperative  services  program 
for  elders  awaiting  nursing  home 
placement,  with  the  goal  of 
returning  hospitalized  patients 
to  their  homes  and  postponing 
nursing  home  admission,  is  being 
planned  by  the  HMO.   The  HCC 
will  conduct  training  for  area 
hospital  emergency  room  staff 
about  elders  with  special 
needs.   The  HCC  and  HMO 
continued  their  close 
relationship  to  plan  future 
joint  ventures. 

The  HMO /Home  Care  Linkage 
Project  -  Bay  State  Health  Care 

The  Bay  State/Home  Care 
Linkage  Project  began  in  Fiscal 
Year  1986,  just  as  Bay  State 
Health  Care  (BSHC) ,  an  IPA  with 
1500  affiliated  physicians, 
began  enrolling  Medicare 
beneficiaries.   The  size  and 
complexity  of  the  Bay  State 
Health  Care  65  increased  the 
length  of  time  required  to  plan 
the  program  and  identify 
eligible  elders  requiring 
coordinated  care.   Additionally, 
educating  HMO  and  HCC  staff,  as 
well  as  potential  consumers, 
about  the  program  required 
extensive  effort. 

Four  HCCs  were  involved  in 
the  project:   Somerville 
Cambridge  Elder  Services,  Mystic 
Valley  Elder  Services,  Minuteman 
Home  Care  Corporation,  and  West 
Suburban  Elder  Services. 

Over  100  Home  Care  clients 
were  identified  by  the  close  of 
Fiscal  Year  1987  for  coordinated 
care  through:   computerized 
matching  of  subscriber/clients 
lists;  a  survey  of  subscriber 
functional  status/social 
support;  informational  mailings 
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to  subscribers;  and  referrals  by 
HCCs !  hospital  liaisons,  Bay- 
State  physicians,  and  the  Bay 
State  65  Health  Services  staff 
who  approve  all  hospitaliza- 
tions, day  surgery,  and  home 
health  services. 

Each  of  the  four  HCCs  allo- 
cated a  half-time  case  manager 
position  for  Bay  State  enrollees 
and  Bay  State  hired  a  Social 
Service/Case  Coordinator  to  work 
with  the  four  specialized  case 
managers,  the  four  HCC  hospital 
liaisons,  and  the  Bay  State 
on-site  hospital  nurses  and 
discharge  planners  at  the  seven- 
teen affiliated  hospitals.   Mon- 
thly care  planning  meetings  were 
held  with  a  focus  on  elders  who 
utilize  home  health  and  hospital 
care,  although  care  plans  of  all 
mutual  clients  were  reviewed. 

The  BSHC  system  was  built 
around  hospital  service  areas. 
BSHC  staff  were  located  in 
participating  hospitals  to 
review  planned  admissions  and 
discharges.   The  project  coor- 
dinator developed  a  care  plan- 
ning process  with  the  utiliza- 
tion review  nurses  at  the 
hospitals  and  the  case  managers 
assigned  by  the  HCCs  to  work 
with  members  in  each  hospital 
service  area. 

Once  a  member  was  placed  in 
the  community,  the  case  manager 
sent  a  letter  to  the  physician 
which  described  the  services 
provided  to  their  patient.   The 
project  provided  education  to 
physicians  and  their  staffs 
about  community  services,  and 
specific  client  information 
about  the  services  provided.   It 
also  expedited  access  to 
community  services  for  the 


utilization  review  staff 
assigned  to  hospitals. 

Several  factors  contributed 
to  a  rather  difficult  imple- 
mentation of  the  coordinated 
services  model.   First,  the 
large  number  and  variety  of 
individual  providers  required 
orientation  and  training  to  the 
project  was  difficult  to  handle 
with  an  IPA  with  such  a  broad 
service  area.   Second,  worker 
shortages  and  turnover  in  the 
homemaker/home  health  agencies, 
HCCs,  hospitals,  and  even  the 
project  coordinator  position 
reduced  the  strength  and  credi- 
bility of  the  relationships 
between  the  various  organi- 
zations.  Finally,  at  the  time 
the  project  started,  the  HMO  was 
inexperienced  in  working  with 
elders  and  had  not  yet  developed 
procedures  to  work  with  appro- 
priate community  health  and 
service  providers. 

In  spite  of  the  diffi- 
culties, the  project  staff  felt 
that  the  HMO  and  HCCs  had 
achieved  a  measure  of  success  in 
coordinating  their  services. 
Bay  State  Health  Care  65  created 
an  outpatient  home  care  coor- 
dinator position  to  facilitate 
ongoing  service  coordination 
with  the  HCCs  and  other  commu- 
nity agencies  when  the  demonstra- 
tion project  was  completed. 


II.  CLIENT  CHARACTERISTICS 


The  study  analyzed  data  on 
186  elderly  HMO  members  who 
received  HMO  and  state  funded 
home  care  services  during  a  nine 
month  period  (July  1988  -  March 
1989)  of  the  demonstration 
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program.  This  time  period  was 
selected  because  it  coincided 
with  decisions  by  the  sites  to 
tighten  the  criteria  for 
selecting  participants  in  the 
project.  A  total  of  543  elders 
participated  during  the  full 
course  of  the  demonstration.  The 
186  clients  selected  for  this 
analysis  entered  the  program 
after  July  1988  and  met  the 
criteria  each  site  developed. 

Twenty-seven  percent  of  the 
participants  were  men  and  72% 
were  women.  The  average  age  at 
admission  was  76.6.  Four  percent 
of  the  participants  were  60-65; 
32%  were  between  66-75;  49% 


between  75-84  and  15 
over. 


were  85  or 


Just  under  half  (49%)  of  the 
participants  lived  alone 
compared  to  70%  in  the  general 
home  care  program.  Thirty-three 
percent  lived  with  their  spouse; 
4%  lived  with  a  spouse  and 
family  member;  12%  lived  with 
family  members  and  2%  lived  with 
friends  or  neighbors.  Forty-nine 
percent  were  widowed,  41%  were 
married  while  4%  were  divorced, 
2%  were  separated  and  4%  were 
single. 


1.  ADL  Impairments 

Progam  participants  were 
more  impaired  than  the  regular 
home  care  caseload  at  the  time. 
Sixty-three  percent  had  impair- 
ments in  one  or  more  Activities 
of  Daily  Living  (ADLs)  and  12% 
had  4  or  more  ADL  impairments. 
See  Table  2 . 


Table  2:  ADL 

Impa 

irments 

Number 

Percent 

0 

36.6 

1 

17.7 

2 

22.6 

3 

10.8 

4 

2.2 

5 

4.3 

6 

3.2 

7 

2.7 

Bathing  impairments  were  the 
most  prevalent  (60%)  followed  by 
37%  of  the  clients  who  had 
difficulty  dressing.  Twenty-four 
percent  were  incontinent  and  13% 
had  difficulty  using  the  toilet 
(see  Table  3) . 


Table  3:  Activities  of 

Daily  Living 

Able/Able    Able  with 

Totally 

Total 

Difficulty    Helper 

Unable 

Impaired 

Bathing 

40.3% 

57.5%    + 

2.2% 

=  59.7% 

Dressing 

60.9 

35.5 

1.6 

37.1 

Bladder 

79.0 

20.4 

0.5 

20.9 

Transfer 

88.2 

11.3 

0.5 

11.8 

Toiletting 

87.1 

12.4 

0.5 

12.9 

Mobility 

90.9 

8.6 

0.5 

9.1 

Bowel 

89.3 

10.2 

0.5 

10.7 

Eating 

91.9 

8.1 

0.0 

8.1 
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2.  Instrumental  Activities  of 
Daily  Living 

The  number  of  IADL 
impairments  measures  a  client's 
ability  to  carry  out  tasks  which 
may  not  need  to  be  done  every 
day  (in  contrast  to  ADLs) ,  but 
which  are  still  essential  for 
living  independently.  Over  81% 
of  the  clients  had  impairments 
in  6  or  more  IADLs.  Thirty-two 
percent  had  more  than  8  IADL 
impairments  (Table  4) . 

All  clients  were  unable  to 
do  housework,  while  93.5%  were 
unable  to  do  the  laundry  and 
98.4%  were  unable  to  shop.  Over 
90%  were  impaired  with  trans- 


portation (92%) ,  meal 
preparation  (84%) ,  and  getting 
around  outside  (86%) .  Over  56% 
had  difficulties  managing  money 
(See  Table  5) . 

The  Functional  Impairment 
Levels  (FILs)  showed  that 
project  clients  were  more 
impaired  than  the  general  home 
care  population.  The  FIL  is 
based  on  the  number  of  ADLs  and 
IADLs  (See  Table  1,  page  5) . 

Twelve  percent  of  population 
were  rated  FIL  I  and  one-third 
were  FIL  II.  FIL  III  accounted 
for  45%  of  the  population  and 
only  9%  were  FIL  IV  and  V. 


Table  4:  IADL 

Impairments 

Number  Percent 

Number 

Percent 

0  0.0% 

1  0.0 

2  1.6 

3  2.2 

4  2.2 

5 
6 
7 
8 
9 

12.4% 

28.0 

22.0 

16.7 

15.1 

Table  6: 

FIL  Leve] 

.s 

HMO 

Regular 

FIL 

Demos 

Home  Care* 

1 

12.4% 

5.7% 

2 

33.3 

15.5 

3 

45.2 

48.6 

4 

5.9 

25.9 

5 

3.2 

4.1 

Table   5: 

Instrumental  Activities 

of  Daily  Living 

Without 

With 

Cannot 

Help 

Some  Help 

Do  at  All 

Total 

Housework 

0.0% 

49.5%    +    50.5% 

=100.0% 

Laundry 

6.5 

41.9 

51.6 

93.5 

Shopping 

1.6 

43.0 

55.4 

98.4 

Meal  preparation 

15.6 

57.0 

27.4 

84.4 

Transportation 

8.0 

91.4 

0.5 

92.0 

Get  around  outside   14.0 

81.7 

4.3 

86.0 

Money  management 

43.6 

39.8 

16.7 

56.5 

Taking  medicine 

63.4 

31.7 

4.8 

36.6 

Telephone 

76.3 

18.3 

5.4 

23.7 

*  Note:  FIL  rating  as  of  January,  1989 
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3.  Informal  Support  and  Living 
Arrangements 


Participants  with  more 
impairments  were  more  likely  to 
live  with  a  spouse  or  family 
than  those  with  fewer  ADL 
impairments.  Only  1%  of  the 
people  who  lived  alone  were  FIL 
I  (4-7  ADLs) ;  and  23%  of  the 
people  who  lived  with  someone 
else  were  FIL  I  (See  Table  7) . 


Table 

7:  Living 
FIL 

Arrangement  By 

N  = 

92 

94 

FIL 

Alone 

Familv/ Spouse 

I 

1.1% 

23.4% 

II 

25.0 

30.1% 

III 

63.0 

27.7 

IV 

7.6 

4.3 

V 

3.3 

3.2 

Total 

100.0 

100.0 

4.  Caregiver  and  Functional 
Impairment  Level 

Informal  caregiving  is 
defined  as  'daily'  support  with 
ADLs  and  IADLs.   Forty-six 
percent  of  the  clients  had  a 
caregiver.  Caregivers  do  not 
always  live  with  the  client. 
Seventy-six  percent  of  the 
clients  who  had  caregivers  lived 
with  the  person  providing  daily 
care  and  24%  lived  alone. 

Caregivers  include  the 
client's  spouse,  other  family 
members,  friends,  and 
neighbors.   Ninety-two  percent 
of  the  caregivers  expressed 
their  willingness  to  provide 
assistance,  though  35%  indicated 
it  was  stressful  and  22% 


expressed  a  need  for  relief. 

Ninety-one  percent  of  the 
FIL  I  clients  had  a  caregiver 
compared  to  63%  of  the  FIL  II 
clients  and  27%  for  FIL  III. 
Frailer  clients  were  more  likely 
to  have  a  caregiver. 

Clients  with  bathing  and 
dressing  impairments  were  likely 
to  have  a  caregiver.   Over 
one-half  of  the  clients  (61%) 
with  bathing  impairments  and  80% 
with  dressing  impairments  had  a 
caregiver.   Over  92%  of  the 
clients  with  impairments  in 
continence  and  toiletting  had  a 
caregiver. 


III.  Medical  Profile 

Nearly  seventy  percent  of 
the  clients  (69%)  had  heart  and 
circulatory  conditions  and  over 
one-third  (37%)  had  arthritis. 
Thirty-seven  percent  had 
musculatory  and  skeletal  system 
problems;  19%  had  diabetes;  and 
23%  had  respiratory  problems. 
Thirty-three  percent  had  eye 
diseases  and  26%  had  nutritional 
related  conditions. 

Most  clients  (95%)  had  more 
than  one  medical  condition  and 
82%  had  three  or  more  medical 
conditions  (Table  8) . 


Table  8 :  Med 

ica 

1 

Conditions 

Number 

Percent 

1 

5.4% 

2 

12.4 

3 

30.7 

4 

22.6 

5-8 

29.0 
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1-   Health  Self-Assessment: 

•Twenty-six  percent  described 
their  health  as  poor  and  50% 
reported  their  health  as  fair. 
Only  24%  rated  their  health  as 
good. 

Seventy-four  percent  felt 
their  health  was  worse  than  last 
year;  nineteen  percent  felt 
their  current  physical  health 
was  the  same.   Only  7%  felt 
their  health  was  better. 


2.  Hospital  Admissions 

About  8  0%  of  the  clients 
(78.6%)  had  been  hospitalized  in 
the  preceding  year;  74%  within  6 
months;  and  68%  within  3  months 
(Table  9) . 

Fifty-five  percent  of  the 
participants  had  been  discharged 
from  the  hospital  within  1  month 


Table  9 

Months 

Since  Hospital 

Discharge 

Months 

Percent 

<  1 

55. 

2% 

1-3 

13. 

1 

4-6 

5. 

5 

7-12 

4. 

8 

13  + 

21. 

4 

Total 

100. 

0 

of  entering  the  project,  thir- 
teen percent  were  discharged 
between  1-3  months  and  21%  had  a 
hospital  stay  more  than  12 
months  before  entering  the 
project.  Clients  rated  FIL  III 
and  IV  seemed  more  likely  to 
have  had  a  hospital  discharge 
within  the  past  month  though  the 
differences  were  not  great. 


3.  Medications 

Seventy  percent  of  the 
clients  took  four  or  more 
medications.   Over  thirty 
percent  (30.7%)  took  1  to  3 
medications. 


IV.  UTILIZATION  AND  COSTS 


This  section  describes  the 
utilization  of  home  care 
services  by  project 
participants. 

1.  HMO  Service  Utilization 

Thirty-nine  percent  of  the 
participants  were  hospitalized 
for  an  average  of  9.7  days 
during  their  participation  in 
the  program.  There  were  no 
differences  in  the  number  and 
type  of  impairments  between 
participants  who  were  hospita- 
lized and  those  who  were  not 
(Table  10) . 


Table  10:  Hospitalization  and  FIL 

FIL  I 

FIL  II 

FIL  III 

FIL  IV 

Hospitalized 
Not  Hospitalized 

11.4% 
13.9% 

32.5% 
34.7% 

47.4% 
41.7% 

8.8% 
9.7% 
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Participants  who  were 
hospitalized  used  slightly  more 
home  health  services  following 
discharge  than  other  partic- 
ipants. The  hospitalized  group 
used  an  average  of  $141.02  a 
month  in  skilled  nursing  and 
home  health  aide  services 
compared  to  $98.20  a  month  for 
other  clients.  Both  groups  used 
similar  amounts  of  home  care 
services,  $158.28  for  those  who 
entered  a  hospital  versus 
$163.26  a  month  for  non-hospi- 
talized participants. 

2.  HMO  Clinic  Services 


1.93  for  clients  who  did  not 
have  a  caregiver) . 

HMO  visits  were  higher  for 
participants  who  were  hospital- 
ized during  the  program,  2.5  per 
month  compared  to  1.5  for 
clients  who  did  not  have  a 
hospital  admission. 


Table  11:   HMO  Visits 
FIL         I     II    III   IV 


Visits     1.39  1.71  2.01  2.77 
Per  month 


Clients  had  an  average  of 
1.9  clinic  or  physician  visits 
per  month.  Clients  with  fewer 
ADL  impairments  tended  to  have 
twice  as  many  clinic  visits  as 
clients  with  more  ADLs.  The 
presence  or  absence  of  a  care- 
giver was  not  related  to  the 
frequency  of  clinic  visits, 
(1.86  vistis  per  month  for 
clients  who  had  a  caregiver  and 


3.  Community  Based  Service 
Utilization 

Nearly  31%  of  the 
participants  used  skilled 
nursing  and  28%  used  home  health 
aides.  Just  over  10%  used 
therapies.  The  predominant  home 
care  service  was  homemaker  which 
was  used  by  68%  of  the  clients. 


Table  12:  Percent  of 

Clients  Using 

Home  Health  And  Home 

Care 

Services 

A.  Home  Health  Services 

Total 

Skilled  nurse 

30.4% 

Home  health  aide 

27.9 

Therapies  (PT,  OT,  ST) 

10.2 

B.  Home  Care  Services 

Personal  care 

31.2% 

Homemaker 

68.3 

Companion 

13.6 

Home  delivered  meals 

35.5 

Chore 

13.9 

Transportation 

18.3 

Social  day  care 

3.8 

Other 

4.8 
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Homemaker  service  includes  such 
tasks  as  meal  preparation, 
shopping,  laundry,  and  house 
cleaning.  Thirty-one  percent 
used  personal  care  and  35% 
received  home  delivered  meals. 
(See  Table  12. ) 


4.  Average  Costs  by  Service 

The  average  cost  (Table  13) 
include  two  separate  variables. 
The  service  specific  averages 
are  based  on  the  costs  of 
clients  who  used  the  service. 
The  'Total'  costs  are  based  on 
all  clients  in  the  program, 
including  those  who  may  not  have 
used  a  specific  service. 
Therefore,  the  figures  in  Table 
13,  column  2,  and  will  not  equal 
the  total. 

The  average  skilled  nursing 
cost  per  month  was  $42.75  per 
month  for  all  clients  compared 
to  $140.85  a  month  for  those 
using  this  service.  The  average 
cost  per  month  for  home  health 
aide  services  was  $58.04,  and 
for  physical  therapy,  $14.03  a 
month.  Clients  used  an  average 


of  $89.40  a  month  in  homemaker 
services  and  $45.36  a  month  in 
personal  care.  Costs  for  home 
delivered  meals  and  chore 
services  were  lower. 

Twenty-three  clients  had 
monthly  costs  over  $500  and  two 
had  average  monthly  costs  of 
$2009  and  $2703.  Forty-six 
clients  had  an  average  cost 
below  $100  a  month. 


5.  Costs  and  ADL  Impairments 

Clients  with  more  ADL 
impairments  had  significantly 
higher  costs  than  those  with 
fewer  ADL  impairments.  FIL  I 
clients  had  an  average  monthly 
cost  for  home  health  services  of 
$404.47,  compared  to  $96.64  for 
FIL  II  clients,  $67.92  for  FIL 

III  clients  and  $20.53  for  FIL 

IV  clients. 

Costs  for  home  care  services 
were  not  as  variable.  Personal 
care  costs  were  higher  for  FIL  I 
and  II  clients.  Three  FIL  I 
clients  used  an  average  of  66 
hours  of  home  health  aide  per 


Table  13: 

Average  Service  Costs 

per  Month 

Clients  Using  Service 

All  Clients 

Skilled  nursing 

Percent      Cost 

Cost 

30.4%      $140.85 

$  42.75 

Home  health  aide 

27.8        488.33 

58.04 

Physical  therapy 

10.2        137.32 

14.03 

Total 

$114.82 

Homemaker 

68.3%      $130.89 

$  89.40 

Personal  Care 

31.2        145.45 

45.36 

Chore  service 

13.9         24.69 

3.18 

Meals 

35.5         74.90 

26.59 

Total  Home  Care 

$279.85 
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month.  If  these  expenditures 
were  excluded,  the  average 
monthly  cost  drops  from  $294.63 
to  $125.50  a  month.  The  total 
monthly  cost  for  home  health 
services  drops  to  $235.34.  Home 
delivered  meals  for  FIL  I 
clients  were  nearly  double  the 
costs  of  other  .clients. 

FIL  I  clients  also  had 
higher  total  average  costs  per 
month,  $602.63,  than  FIL  II,  III 
and  IV  clients  (Table  14) . 
Though  utilization  varied  with 


impairments,  the  correlation 
coefficient  was  only  0.36. 

Analyzing  utilization 
patterns  of  clients  who  only 
used  a  particular  service  show 
similar  trends.  Home  health 
utilization  is  2-3  times  higher 
for  FIL  I  clients  than  for 
clients  with  fewer  ADL 
impairments.  Home  care  costs  are 
also  higher  for  FIL  I  clients 
though  the  differences  are  not 
as  great  between  FILs.  (See 
Table  15.) 


Table  14:  Monthly 
B.  Average  Cost  oer  Month 

Cost  by  FIL  for  All 
FIL  I     FIL  II 

Clients 
FIL  III 

FIL 

IV 

Nursing  services 
Home  health  aide 
Physical  therapy 
Total  Home  health 

Homemaker 

Personal  care 

Meals 

Total  Home  Care 

Combined  total 

N  = 

23 
$  69.91 
294.63 
39.33 

62 
$  41.40 
39.86 
15.38 

84 
$  42.85 
16.45 
8.62 

17 
$10. 
9. 

.23 
.80 
.50 

$404.47 

$  90.13 

64.64 

43.38 

198.16 

$  96.64 

$  86.35 

76.40 

22.23 

184.98 

$  67.92 

$  93.44 

24.16 

29.15 

146  75 

$20. 

$  79. 

10. 

7. 

97. 

53 

48 
83 
14 
45 

$602.63 

$281.62 

$214.67 

$117. 

98 

Table  15:  Monthly 

Cost  by  FIL 

for  Clients 

Using  Service 

B.  Averaae  Cost  per 

Month 

FIL  I 

FIL  II 

FIL  III 

FIL 

IV 

Nursing  services 

$114.86 

$150.98 

$149.96 

$86. 

95 

Home  health  aide 

521.26 

283.65 

227.89 

166. 

61 

Physical  therapy 

183.68 

136.23 

120.64 

8. 

50 

Homemaker 

$188.46 

$169.16 

$120.75 

$112. 

59 

Personal  care 

165.20 

137.28 

106.79 

92. 

02 

Meals 

124.74 

65.65 

72.01 

40. 

47 
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6.  Cost:  and  Living  Arrangement: 

Elders  who  lived  alone  had 
lower  home  health  costs  and 
higher  home  care  costs  than 
elders  who  lived  with  a  spouse 
or  family  member.  Elders  who 
lived  alone  also  had  lower  total 
combined  home  health  and  home 
care  costs  (Table  16) .  Clients 
who  lived  alone  tended  to  use 
more  home  care  (homemaker, 
personal  care,  home  delivered 
meals)  than  those  living  with 
someone,  and  less  home  health, 
except  for  FIL  IV  clients.  This 
group  tended  to  have  health 
conditions  requiring  home  health 
aide  services.  The  clients 
living  with  a  spouse  or  family 
member  has  similar  needs  but 
they  were  met  by  the  family 
member . 

Over  42%  of  the  clients 
whose  average  costs  fell  among 
the  top  ten  percent  of  high  cost 
clients  (above  $363.14  a  month) 


were  FIL  I.  Eighty-five  percent 
of  this  group  of  18  clients 
lived  with  a  spouse  or  family 
member.  Seventy-nine  percent  had 
a  caregiver.  When  the  "high 
cost"  band  was  expanded  to  the 
top  20%  (above  $150  a  month) , 
more  FIL  II  and  III  clients  are 
included  and  60%  lived  with  a 
spouse  or  family  member. 

The  correlation  coefficient 
between  utilization  and  FIL  for 
elders  living  alone  was  0.46. 
For  elders  living  with  a  spouse 
or  family  member,  the 
correlation  coefficient  was 
0.33. 

7.  Costs  and  Length  of  Stay 

Cost  variation  patterns 
among  participants  who  were 
discharged  from  the  program  did 
not  follow  a  uniform  trend.  The 
correlation  coefficient  for 
length  of  stay  and  cost  was 
0.20. 


Table  16:  Average  Monthly  Cost  by  FIL  and 
Living  Arrangement  for  All  Clients 
FIL Alone With  Family/Spouse 


Home  Health; 

I  $109.18 

II  70.92 

III  41.12 

IV  22.67 

Home  Care: 

I  $   na 

II  200.37 

III  162.50 

IV  35.55 

Total  Combined: 

I  $109.18 

II  271.29 

III  203.63 

IV  58.23 


$388.87 
87.35 
107.53 
na 


$219.41 

184.86 

144.03 

52.78 


$608.28 

272.21 

251.55 

52.78 
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In  general,  skilled  nursing 
costs  were  highest  for  elders 
who  were  in  the  project  between 
1-3  months.  Home  health  aide 
costs  seemed  high  for  people  who 
stayed  either  1-2  months  or  4  or 
more  months.  People  with  mid- 
range  stays  had  lower  home 
health  aide  costs  but  higher 
skilled  nursing  costs.  Home  care 
service  utilization  seems  less 
related  to  length  of  stay  than 
to  the  FIL  and  the  availability 
of  a  spouse  or  caregiver  (see 
Table  17) . 

Based  on  all  clients,  the 
differences  across  the  months  of 
stay  were  less  significant  and 
the  patterns  of  utilization  were 
less  predictable.  (See  Table 
17). 

Three  cells  show  much  higher 


costs  than  the  other  categories. 
Of  the  11  clients  who  were  dis- 
charged between  1  and  2  months, 
five  used  skilled  nursing  and  1 
client  accounted  for  the  major- 
ity of  the  units.  Excluding  the 
utilization  of  this  client 
brings  the  average  down  to  $106 
a  month. 

Within  the  same  group,  1 
client,  not  the  same  person  who 
received  the  majority  of  skilled 
nursing  visits,  used  87  hours  of 
home  health  aide  during  their 
participation.  Use  of  home 
health  aide  service  among  other 
clients  in  this  group  was 
minimal.  For  clients  who 
participated  more  than  five 
months,  one  person  used  an 
average  of  66  hours  of  home 
health  aide  a  month.  (See  Table 
17.) 


Table  17 :  Average  monthly  costs 

based  on  86 

Discharged  Clients 

Monthly  Costs 

Length 

Skilled 

Home  Health         Home 

of  stay 

Percent 

Nursincr 

Aide* 

Therapies  Care 

Total 

<  1 

16.2% 

$  26.34 

$  75.77 

$  —     $93.69 

$195.80 

1-2 

16.2 

170.90 

144.09 

169.95 

484.94 

2-3 

27.9 

89.79 

37.31 

28.41    120.48 

280.90 

3-4 

20.6 

26.06 

48.82 

2.05    192.72 

269.65 

4-5 

8.8 

34.64 

75.22 

3.61    165.85 

279.32 

>  5 

10.3 
100.0% 

22.97 
$  67.79 

193.50 
$  83.96 

3.46    120.73 
$9.02   $139.82 

340.66 
$300.59 

Average 

*Note:   The  majority  of  skilled  nursing  and  home  health  aide 

services  were  provided  by  the  HMO  through  contracts  with 
Visiting  Nurse  Associations. 
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V.   DISCUSSION 


The  study  has  several 
limitations.  The  absence  of  a 
control  group,  due  to  financial 
limitations,  does  not  allow  us 
to  compare  the  impact  of  coor- 
dination and  clinical  review 
teams  on  the  cost  and  utiliza- 
tion patterns  of  community  based 
care.  Further,  the  absence  of 
more  detailed  information  on  the 
utilization  of  HMO  services, 
particularly  acute  inpatient 
services,  prevents  a  more 
detailed  examination  of  the 
links  between  acute  and  long 
term  care. 

The  time  limited  study 
period  (9  months)  did  not  allow 
a  full  analysis  of  length  of 
stay.  Despite  the  limited 
period,  the  percentage  of 
clients  who  were  discharged  was 
comparable  to  a  similar  size 
group  of  participants  in  the 
home  health  services  program 
over  a  two  year  period.  The 
analysis  of  costs  per  month 
allow  a  limited  but  useful 
presentation  of  utilization 
data. 

However,  the  data  does 
provide  a  useful  description  of 
the  characteristics,  functional 
status  and  patterns  of  utiliza- 
tion of  community  based  services 
among  frail  elders  who  are 
members  of  an  HMO. 

The  demonstration  project 
served  a  population  that  was 
more  impaired  than  the  general 
home  care  population  and  less 
impaired  than  elders  who 
received  state  funded  home 
health  and  home  care  services. 


(See  Home  Health  Utilization, 
Elder  Affairs,  1988) . 

The  findings  show  that  few 
elders  with  4  or  more  ADL  impair- 
ments are  able  to  maintain  their 
community  living  in  the  absence 
of  a  spouse  or  a  caregiver. 
Elders  with  2  or  more  ADL  impair- 
ments are  able  to  live  at  home, 
with  support  services,  if  they 
have  a  spouse  even  if  the  spouse 
is  not  able  to  perform  many  of 
the  IADL  tasks.  Utilization  of 
homemaker  and  other  home  care 
services  suggests  that  the 
presence  of  a  spouse,  even  a 
spouse  with  functional  limita- 
tions, has  some  effect  on  the 
ability  of  the  more  impaired 
spouse  to  live  at  home. 

The  data  indicates  that 
elders  with  combinations  of  ADL 
impairments  and  health  condi- 
tions requiring  treatment  can  be 
maintained  at  home  if  they  have 
a  spouse  of  family  member 
present.  The  community  care 
costs  will  be  higher,  but  pre- 
sumably lower  than  the  substi- 
tute care  that  would  be  required 
in  the  absence  of  the  informal 
support  system. 

The  response  of  project 
staff  highlighted  the  importance 
of  communication  and  linkages 
with  community  care  systems  on 
the  quality  of  care  for  frail 
elders.  The  findings  suggest 
that  HMOs  may  consider  allowing 
payment  for  a  broader  range  of 
community  home  health  and  home 
care  services,  even  though  the 
services  may  not  become  part  of 
the  benefit  package. 

The  demonstration  program 
succeeded  in  improving  the 
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quality  of  care  received  by- 
hundreds  of  elder  HMO  enrollees 
while  studying  the  various 
service  coordination  strategies. 
The  fact  that  the  majority  of 
organizations  have  continued  to 
work  together  after  the  demon- 
stration funding  terminated 
suggests  that  the  cooperation 
and  coordination  was  valuable. 

The  cost  of  the  coordination 
varied  by  the  size  of  each  site. 
On  average,  Elder  Affairs 
provided  $35,000  to  hire  a 
coordinator.  Some  sites  received 
additional  funding  for  case 
management  time  to  handle  higher 
caseloads.  The  actions  taken 
during  the  project  suggest  that 
coordination  can  be  developed 
without  a  marginal  increase  in 
staffing  costs  if  existing  staff 
functions  can  be  revised  and 
refocused. 

Achievement  of  the  goals  of 
the  project  varied  at  each 
site.   All  of  the  sites  devel- 
oped and  refined  formal  systems 
for  coordinating  HMO  and  home 
care  services  for  frail  elders. 
At  sites  whose  enrollees  were 
relatively  healthy,  information 
and  referral  services  became  an 
integral  part  of  the  programs. 

As  the  elderly  members  of 
these  HMOs  age-in-place,  the 
need  for  coordination  of 
community  care  will  increase. 
At  sites  with  larger  populations 
of  frail  elders,  service 
coordination  focused  on  those 
who  were  the  most  unstable, 
often  after  a  hospitalization, 
had  complex  needs  or  who  had 
limited  informal  support 
systems. 

Several  HMOs  expanded  their 


range  of  service  to  include  case 
management,  a  volunteer  service, 
an  elder  support  group,  in-home 
nursing  assessments  and  direct 
home  health  care,  in  addition  to 
ongoing  coordination  with  home 
care  and  other  community 
services. 

The  goal  of  collecting  data 
for  the  purpose  of  studying 
prepaid  capitation  payment 
options  for  delivering  home  care 
services  was  met  to  a  more 
limited  extent. 

As  the  programs  evolved,  a 
number  of  expected  and 
unexpected  lessons  were  learned 
that  are  important  to  the  future 
development  of  coordinated  long 
term  care.   A  few  of  the  pro- 
jects, Medical  West  in  particu- 
lar, determined  that  the  appro- 
priate use  of  home  care  services 
can  reduce  the  need  for  more  ex- 
pensive in-home  health  ser- 
vices.  Home  care  and  home 
health  services  can  often  be 
used  effectively  in  combination, 
or  home  care  can  be  used  to 
replace  the  more  expensive  home 
health  care  as  soon  as  a 
client's  medical  needs 
stabilize. 

All  of  the  projects  saw 
reduced  fragmentation  and 
duplication  of  services  and 
special  efforts  were  made  to 
alleviate  gaps  between  the  two 
service  systems. 

The  projects  also  helped 
professionals  in  both  the  home 
care  and  health  care  systems 
gain  new  knowledge.   The  client 
benefited  from  the  profes- 
sional's greater  ability  to  see 
them  as  whole  individuals  with 
complex  health  and  social 
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needs.   The  HMOs  grew  to  value 
the  importance  of  understanding 
how  an  individual  functions  at 
home,  while  all  the  agencies 
gained  additional  knowledge  of 
the  range  of  available  services. 

The  HMOs  demonstrated  a 
commitment  to  invest  resources 
into  coordinating  community  care 
for  frail  elders  as  evidenced 
by: 

o   the  hiring  of  an  elder 

resource  coordinator  and  a 
researcher /program 
developer,  developing  a 
specialized  clinic  nursing 
role  and  establishing  3  case 
management  contracts  with 
HCCs  at  Fallon, 

o   the  development  of  home 
health  services  and 
continued  partial  funding 
for  the  project  coordinator 
at  Medical  West, 

o   funding  for  the  project  to 
continue  at  Medical  East; 

o   a  new  recuperative  care 
program  at  Hillcrest, 

o   the  creation  of  an 
Outpatient  Home  Care 
Coordinator  position  at  Bay 
State. 

The  willingness  of  elders  to 
pay  for  an  expanded  array  of  HMO 
services  was  difficult  to 
determine.   HMO  benefits  and 
copayments  at  a  given  HMO  are 
the  same  for  all  Medicare 
subscribers,  while  home  care 
services  are  only  available  to 
low  income  elders.   The  HMOs  did 
not  want  to  give  their  enrollees 
different  service  packages  based 
upon  their  incomes. 


Several  of  the  projects  were 
given  waivers  to  allow  the  home 
care  services  to  be  available  to 
all  project  participants,  based 
on  the  sliding  fee  income 
brackets.   The  highest  income 
bracket  was  expanded  to  include 
all  elders.   Surveys  conducted 
by  a  few  of  the  projects  indica- 
ted that  some  elders  would  be 
willing  to  pay  more  for  expanded 
community  care  benefits.   More 
specific  research  is  needed  to 
further  clarify  this  issue. 

A  major  limitation  which  the 
projects  faced  was  the  restric- 
tive financial  reimbursement 
from  Medicare  and  the  state  home 
care  program.   Additionally, 
each  of  these  funding  sources 
had  different  goals:  acute 
health  care  versus  support  of 
in-home  social  services  for  the 
functionally  impaired.   Gaps  in 
care  were  identified  between  the 
two  service  systems  which  the 
projects  did  their  best  to 
address. 

In  summary,  HMO-Home  Care 
Coordination  Demonstration 
programs  provided  valuable 
services  to  elders  and  enabled 
HMOs  to  establish  effective 
linkages  with  Home  Care 
Corporations  and  Home  Health 
Agencies. 
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